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INTRODUCTION 


In every field today there is much talk about change. To 
the already busy doctor, nurse or social worker, suggestions of a 
need to change are often experienced as another burden in a situ- 
ation that is already very difficult or becoming intolerable. One 
doctor said, ‘‘You are really asking me to change a tire while 
driving at 50 miles an hour.” | 


A busy clinic or hospital may seem to be ‘running at 50 
miles an hour’ or more, but unless a person sometimes slows 
down or stops to look at his direction, he may find out too late 
that he was on a collision course or dead-end track. 


This booklet is an attempt to explore the significance of the 
present emphasis on comprehensive health care and its bearing 
upon medical work in a community setting with concern for man 
in all his relationships. 


The doctor is in a dilemma. He has an understandable 
desire to follow new developments in medicine, including the 
invention of new drugs, and innovations in the delivery of health 
care. At the same time he and his colleagues, must decide what 
they should do with their resources and, consequently, what they 
should not do. These decisions will often be difficult, running 
against the familiar and comfortable ways, and are best carried 
out in a spirit of joint planning and openness to experiment and 
renewal. 


It is hoped that the references, comments and suggestions 
in this booklet will be found helpful by medical workers of all 
categories, as well as by decision-makers in all six continents. 
Our concern for finding more effective ways of providing health 
care for large numbers of people is leading us to search for new 
methods of dealing with health problems. We are involved ina 
search for answers but do not pretend to have the final answers 
about today’s and tomorrow's health care programmes. What we 
can achieve, at the most, is to try and chart our future course in 
a rough and provisional manner. Our movement toward compre- 
hensive health care for improved service can only attain the most 
favourable outcome possible through a joint effort by all concern- 
ed. For this reason the writer would appreciate any comments, The 
questions and answers are included to facilitate discussion of the 
issues raised in the booklet. 


An attempt to place health problems in the wider context of 
the whole community inevitably makes matters more complicated, 
and in order to deal with specific medical issues, jt is of course 
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necessary to concentrate on these without forgetting the larger 
frame work. !t is, however, not only as a general background that 
the wider context is necessary to anyone involved in medical care. 
For at least part of the specific solution to many seemingly medical 
problems is to be found outside the realm of traditional therapeutic _ 
medicine. 


Anyone attempting to make health care available to more 
people will find himself involved in change, not only around him-., 
self but within himself. This may lead him to a crisis of personal , 
identity and a sometimes painful process of defining an entirely 
new role and equipping himself for it. 


The content of this booklet is largely formed by excerpts . 
from previous papers published by the Christian Medical Commis- , 
sion (CMC), as well as references to books by Maurice King 
(editor), Medical Care in Developing Countries (Oxford University 
Press, 1967), and John H. Bryant, Health and the Developing World 
(Cornell University Press, 1969). It is hoped that the booklet will 
stimulate discussion as well as interest in the publications men- - 
tioned above. The Christian Medical Commission papers are avail- 
able from : Christian Medical Commission, World Council . of 
Churches, 150 route de Ferney, 1211 Geneva 26, Switzerland. 


The writer-editor expresses his sincere gratitude for encour- 
agement and advice so generously given by Dr. John Bryant, Prof. 
Pieter Janssens, Dr. David Morley, Rev. Dr. Arne Sovik, and- 
many others. Illustrations have been prepared by the Department 
of Medical Illustrations, Institute of Child Health, University of » 
London, 30 Guilford Street, London, WCIN IEH. : 
Geneva, July 1971 


I 
What Are the Health Needs ? 


What are the needs of a child who comes to the clinic with 
pneumonia, hookworm infection with anaemia, and underlying 
malnutrition ? Certainly penicillin and perhaps sulpha tablets are 
needed for the pneumonia and anthelmintics for the worm infection. 
In addition, one may provide vitamins, iron and some powdered 
milk and possibly feel that everything has been done. The file 
for this successfully treated ‘case’ can be put away. 


But when the same child comes back several months later, 
again with hookworm and now more severely malnourished, it 
is obvious that his personal disease really is a symptom of a wider 
social ‘dis-ease’ in his family and community. Bad hygienic 
conditions and hazardous traditional customs favour hookworm 
infection while food habits, inadequate agricultural methods, and 
often overly large and poorly spaced families form the background 
for the malnutrition. 


Any health care action limited to the pathology of this 
individual child will therefore only be temporizing as it will not 
touch the actual causes of his problems. 


To take this child seriously, it is not enough to give sympto- 
matic treatment. It is necessary to include the social context of 
the child in aetiology, diagnosis, treatment and prognosis. 
Because of the comprehensive nature of health and wholeness, 
any programme dealing with health needs must necessarily also 


be comprehensive in character. 


The health needs of children in every society deserve 
special attention. The first years of life form a crucial foundation 
for either good health or lasting handicaps and ill health. The 
health needs of adults are also related to their total life situation 
and require a correspondingly comprehensive approach in order 
to promote health, prevent illness, and cure disease. 


When the adult working population is less than healthy, it is 
a handicap not only for them personally but also for their families 
and society. If the mother is ill, the children also suffer. This is 
equally true whether the mother’s illness is due to infectious 
disease or is a consequence of too frequent pregnancies, abor- 
tions, or the excessive toil involved in caring for a large family. 
In many parts of the world, broken homes, disturbed interpersonal 
relationships, unhealthy environment and general frustration and 
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atienation all constitute elements in a general pattern of social ill 
health. 


A comprehensive approach to health care attempts to balance 
a traditional emphasis on cure of disease with the need to promote 
health, Health-oriented care reminds us of the practice in ancien 
China where the doctor was paid as long as his patients remainedt 
healthy and lost his pay when they fell ill, only to receive his fees 
when the patient was well again. 


Question to the Reader 


What examples of such interrelated health needs do you 
have in your area ? 


SOME OF THE THINGS THAT MIGHT CAUSE 
THIS CHILD TO BECOME MALNOURISHED 


Poor feeding 
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Figure 1. (From ‘‘Protein-Calorie Malnutrition in Children’, 
Bulletin No. 12, October 1969, The Ross Institute, London) 


il 
How Can These Needs Be Met ? 


Accepting the comprehensive and complicated nature of the 


health needs of man, what then are the possibilities of meeting 
these needs ? 


Weaknesses 


Modern biomedical technology which requires expensive 
hospitals and equipment for its implementation can have only 
a limited impact on the serious health problems that are 
before us. The vast efforts of personnel, money, buildings 
and equipment, which are required in the modern hospital, 
may have only a minimum effect on the total health need... 
There is a need for biomedical modesty as we realize what 
we know about disease but how much we have to learn 
about health care.? 


It is not enough to have the theoretical and chemical answers to 


disease. There must also bea system of health care delivery that can 
implement these solutions and make them available to as many as 
possible within the cost that they and the community can afford. 


The following quotes are also from the report of the first 


annual meeting of the Christian Medical Commission : 


The medical work of the church historically has been 
oriented towards individual care in a hospital setting. Over 
90 per cent of medical mission activities are hospital-based. 
The quality of their work is undeniable. Thousands of dedi- 
cated and highly skilled workers have given their lives in a 
healing service to others. Church-related institutions have 
frequently pioneered a medical service for vast numbers of 
people, saved countless lives, and reduced human misery. 
Yet today many of these institutions suffer from multiple 
problems :steeply rising costs, limited staff, inadequate admi- 
nistrative systems, and obsolescence. There are crippling limi- 
tations of resources with which to meet those problems. 
These institutions often function in isolation, not co-ordina- 
ting their activities with one another or with government. 


1*Planning for Health Care’’, Christian Medical Commission Annual 


Meeting 1968, CMCM/68/14. 
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Gover nments meanwhile develop plans for providing 
universal health care, but they neither take into account nor 
benefit from a representative voice from the churches be- 
cause there rarely is such a representative voice. 


Mission boards and related donor agencies share the 
same orientation and problems. They receive multiple 
requests for hospital-based programmes but have inadequate 
information and limited competence for judging whether 
or not the request is realistically related to either local or 
national need. The division of responsibility between national 
churches and mission agencies abroad may lead to a paraly- 
sis which makes it well-nigh impossible to make a new 
assessment of the task. 


But financial and organizational problems are only a part 
of the difficulty in programmes dedicated exclusively to 
hospital care. There is the more basic issue of the extent 
to which such programmes, despite their unique achieve- 
ments, meet men’s actual needs. The ortentation of hospital 
work towardthe service of only those who come to the 
institution, rather than reaching out to serve all ina sur- 
rounding community, has meant that many in need have not 
been served at all.? 


Continuing Need for Hospitals 


While the previous discussion (in the meeting) may appear 
to indicate a downgrading of institutional, hospital-centred 
care, we must never forget that the hospital has vital role 
within a comprehensive, community-orientated health pro- 
gramme. People in communities have a very wide range of 
health needs. Some of these health needs are best met in 
the home situation— things that have to do with situations 
that happen in the home, relationships with people, the care 
of children living patterns, relationships to environment. 
But there are other things that cannot be taken care of in 
the home—simple things perheps, such as a boil, a red eye, 
attacks of malaria, a cut; and perhaps these can best be 
taken care of in a simple centre by a person with simple 
training. But there are other things that neither of these 
situations take care of, such as the woman in obstructed 
labour. There is only one place for her and that is in the hos- 
pital where some one is competent to take care of her need. 
in order to give comprehensive health care, we must carefully 
assess all the needs of all the people and recognize that 


1 “The Commission Current Understanding of Its Task’’, CMCM/68/12, 
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these can best be met in various institutions, each in careful 
co-ordination one with the other.It is when they are separat- 
ed that things begin to fall apart, when the hospital in isola- 
tion only meets part of the problem and complicates the issue 
by sometimes meeting problems that could easily be taken 
care of elsewhere, in a less expensive and less sophisticated 
establishment. ? 


Comprehensive Care 


In developing countries we are reminded of the frequently 
inappropriate adoption of Western styles of hospital-centred care 
and the educational systems that have been developed to support 
them. It is difficult and sometime impossible to adapt these to 
local situations or existing cultural factors. : 


There is clearly a need for change with regard to the delivery 
of health care in order to influence the wide range or causes of i! 
health, including a hostile environment, malnutrition, poverty 
ignorance, social deprivation, and overly large families. Clearly 
defined objectives are needed, and these should be Subject to 
revisions as situations change. 


In suggesting new directions in order to provide a more rele- 
vant response to existing health needs, the Christian Medical 
Commission of he World Council of Churches stated at its first 
annual meeting in 1968. 


We call the churches to turn their attention in the direction 
of comprehensive health care of man, his family and his 
community. The needs are great—to relieve suffering and 
heal disease but no less, to prevent disease and promote 
general health— but resources are limited. Yet we are respon- 
sible to use those resources in ways that will bring the great- 
est benefit to all. We must grow in our ability to see man 
as his total self and to meet his needs in that context. 


As the process of change in the direction of the church's 
healing ministry is initiated, there will be need both for a 
long-range view and patience in implementation. The broad 
goals and new directions lead to the identification of 
specific elements in the new orientation. Movement towards 
these specific objectives must be based on selective strength- 
ening of established institutions and services and, where 
appropriate, through reduction of some present emphases. 


1 “Planning for Health Care’’ ,» CMCM/68/14, 
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Proposals Proposals for Change 


A general principle underlying our proposals for new 
direction is that immediate progress toward all the objectives 
and in all areas is unrealistic. ‘Felt needs’ for change in insti- 
tutions, areas or actlvities must provide appropriate local 
involvement in the transition process. An eagerness for new 
programmes of greater relevance is sufficiently evident to 
suggest that progress toward the total conceptual action 
presented below under eight headings may quickly permeate 
all medical work. 


1. Comprehensive health care 


Comprehensiveness in development of services can be 
viewed in at least three dimensions : 


a) Aspectrum in types of service ranging from treatment 
and rehabilitation to prevention and health promotion 
(including health education and improved nutrition). 


b) The health services network ranging from specialized 
institutions and general hospitals to health centres, 
sub-centres, community-wide services, and the home. 


c) The human resources available for health care ranging 
from the involvement of those concerned whether 
professionally trained or not, in home and community 
and the extermely important and urgently needed 
auxiliary and middle-level health workers, to generalist 
and specialist professionals. 


2. Community orientation 


a) In the new healing ministry the community is the patient. 
In treating the whole man, each individual can be cared 
for only within his community ecology. Disease preven- 
tion and health promotion can be effective only when 
there is as much concern for the healthy as for the sick. 


b) Among the several larger population groups with high 
priority needs we identify particularly mothers and 
children under five. The health quality of future genera- 


tions is largely conditioned by total care provided in 
these critical years. 


3. Co-operation with governments and other agencies 


a) Most countries now are actively engaged in national 
and regional health planning. The voluntary Health care 
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deliverer should fit its health activities into general plans 
and co-operate with the planning process. 


b) Institutional services provide multiple opportunities fora 
working collaboration within the regional framework, 
Hospitals may establish two-way educational and 
referral referral relationships with government health 
centres or Community services or vice versa. 


c) Manpower development and educational programming 
must be consistent with locally accepted categories. 
In view of the need for experimentation in new areas, 
such as community nursing, we must be fair to the 
trained -personnel in providing career opportunities. 
Quality must be judged according to local criteria rather 
than rigid international standards. 


4. Planning mechanisms appropriately structured in regional and 
local organizations 


New understanding of the planning process ts rapidly 
changing the international approach to development. Res- 
ponsibility for planning and evaluation must be separate from 
but should strongly influence the direct administrative frame- 
work. The planning process is dynamic and continuing with 
effective implementation being directly correlated with the 
amount of local involvement in planning. Priority-setting 
especially must be locally determined but within guidelines 
and norms established by the available resources. 


5. Reorientation of personnel 


The highest priority must be attached to the need for 
providing opportunity for all individuals involved in the 
healing ministry to have a chance to develop the new orien- 
tation outlined here. Through short courses and conferences 
emphasizing case studies and by working jointly on specific 
local problems, we urge an intensive effort to reach all health 
personnel. | 


6. Need for administrative reorganization 


Among the greatest obstacles to effective change are 
rigid administrative structures and traditions. If the new 
emphasis on planning and evaluation is going to be effective, 
a willingness to modify adminlstrative patterns will also be 
needed. 


7. Data systems 


Limitations of actual information severely limit our 
ability to Communicate effectively or increase understanding, 


But data must be gathered only to fulfil specified objectives, 
otherwise a proliferation of unused data will detract from 
and confuse the new developments proposed. 


8. Facing the problem of population dynamics 


Few world problems are as important or as poorly under- 
stood as the unprecedented rate of population growth. 
Because of ethical implications, the potential total impact on 
the health of families, and especially the care of children, we 
have a particular responsibility to provide imaginative leader- 
ship in the search for solutions. High priority must be placed 
On providing opportunities for voluntary medical programmes 
to lead rather than follow in developing new ways of meet- 
ing this world-wide need. Wherever family planning is offer- 
ed, the choice of methods must be according to individual 
conscience of all concerned. 


Conclusions 


These suggestions will fall on some institutions and ~ 
agencies that will have difficulty responding to them. For 
example, while some hospitals may be fully utilized as part 
of a comprehensive health programme, there are others where 
beginning such a programme may require curtailment of 
established activities that are less relevant to health needs. 


Despite these and other difficulties we are utterly con- 
vinced that we face a radically new and changing situation 
and that our calling demands that we find effective means 
whereby the ministry of healing might be directed toward the 
wholeness of man in his community.+ 


Questions to the Reader 


Do the suggestions above mean anything in your situation ? 
Do you disagree with any of these objectives ? 


You may have implemented some of the ‘specific objectives’ 
already. Which do you consider to be most important ? 


Have you developed a programme that others might learn 
from ? 

What other suggestions would you have about the direc- 
tion of medical work ? 


1 ‘*The Commission's Current Understanding of Its Task’’, CMCM 
/68/12, 


15 


Il 


Some Principles of Community Health 


A. What Is Health and Health Care ? 


Comprehensive health care has been defined as “‘the comm- 
unity guaranteeing all groups of population the best available 
medical care and the maximum coverage for the prevention of ill- 
ness and promotion of health.” The meaning of ‘‘best available” 
and ‘‘maximum coverage’’ will depend on the given circumstances, 
and one has to accept an evolving and flexible definition related 
to needs and resources. 


Stated differently, it is important to look comprehensively at 
man in his community and to ask : What are the major threats to 
health ? Which of those threats are susceptible to control within 
the resources available ? With these threats to health and control 
measures in mind, how can best use be made of limited resources 
to improve the health and well-being of all the people for whom 
we are respcnsible ? 


Recognizing the various causes of ill health and their threa- 
tening interaction leading not only to death and disease but also 
to disability and discomfort, one experiences the need for a comp- 
rehensive approach to health care. This requires a broad spectrum 
of types of services related to the different root causes as well as 
their results in ill health. Such a variety of services can only be 
provided by involving all categories of health workers as well as 
suitable lay participants from family and community. All this requir- 
es different forms of service units or institutions where the services 
are performed for the individual and his group. Comprehensive 
care should be given at each point of the system and also, through 
referral possibilities, by the system as a whole. In this way a frag- 
mented approach would be avoided. 


A comprehensive health care programme should make it 
possible for each individual in a community to attain the highest 
level of health in a given situation and within available resources. 
Accepting that healh is more than mere absence of disease, we are 
nevertheless often forced to measure health in terms of disease 
reduction.1_ Measuring increased health objectively is more diffi- 
cult, but promoting health is part of community care, together with 
prevention of illness, cure of disease, and measures of rehabilita- 
tion. 

~ 1 Maurice King, ‘‘Medical Care in Developing Countries”, Oxford Uni- 
versity Press, 1966, 1: 10. 
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Because of the many different factors that imfluence man’s 
health and life in an interdependent and integrated way, both as 
an individual and in community, a community health programme 
should also be an integrated effort directed towards this whole 
life situation. Factors related to food, housing, work, education 
and general living conditions are therefore important, as well as 
everything that helps man with regard to his indentity and dignity, 
and give room for initiatives related to human development, 
individually and in community. The complexity of these issues 
should not discourage anyone. Nobody is asked to do all this or 
do it at once. These are only stated to remind us of Our concern 
for man’s total situation. It is up to the people involved in any 
given situation to decide what specific issues are relevant to them. 


Health is not a static condition to be maintained or regained 
and viewed as an end in itself, although we do see examples of 
such misunderstanding in the idolatrous worship of physical 
health. The World Health Organization’s definition of health as 
physical, mental and social well-being helps us to see the different 
dimensions of man’s health. It is also necessary to raise the ques- 
tion of what you do with the degree of health that you have attain- 
ed. This health may be used selfishly or in service for others, and 
this underlines the dynamic and functional meaning of health. An 
invalid utilizing all his resources in constructive service for others 
is thus ‘healthier’ than a physically perfect individual in pursuit 
of selfish goals. 


A comprehensive approach to health care cannot neglect the 
problem of suffering. There are certain factors that can and 
should be changed, through improved basic health services, for 
example, or a nutritional programme reaching people that until 
now have been deprived of such help. On the other hand, there 
are also factors that cannot be changed and simply have to be 
accepted. This may be unattainable health for individual patients 
with kidney failure due to lack of resources and facilities for the 
foreseeable future or entire sectors of a population suffering until 
they can be reached by relevant health care services. 


All this points to the need for practical expressions of care 
and rehabilitation in a spirit of solidarity and ‘suffering-with- 
each-other’ as fellow human beings. Rightful concern for devel- 
opment base onthe recognition of need for change should not 
make us blind to the reality of frustration, suffering and death. It 
is unfortunately true that some of this frustration cannot be 
turned into hope immediately; all suffering cannot be relieved even 
with all the money and manpower made available. Death as an 
essential ingredient of human existence must not be ignored. 
There is a dangerous tendency in at least so-called Western 
cultures today to treat suffering and death as shameful words. 
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Progress towards greater maturity and usefulness comes 
through accepting the continuous tension between the things that 
must be changed and the things that cannot be changed and the 
learning process of distinguishing between these two. 


B. Some Misunderstandings of ‘Community Health’ and ‘Compre- 
hensive Health Care’ 


Community health care should not be understood as adding 
traditional public health dimensions (‘garbage can and water 
supply’) to accepted and unchanged curative programmes. This is, 
however, a Common misunderstanding of community health. 


It is a mistake to equate comprehensive health care in the 
community with superficial, depersonalized mass medicine in the 
same way as__it is unrealistic to pretend that traditional, curative, 
institutional care is necessarily personal and concerned. 


It is not a question of choosing either the hospital or commu 
nity health care but of finding the right place for relevant hospital 
Care as part of a comprehensive health care programme. We should 
not argue for one or the other; both are essential. The difficulty 
is in finding the balance. 


Some reject the use of the word ‘comprehensive’ as it may 
indicate a system of complete, diversified and specialized health 
services of a sophisticated nature unattainable in most parts of 
the world. Alternatives would be ‘integrated health care’ or ‘health 


care of communities . 


On the other hand, ‘comprehensive’ may also be understood 
in a relative way referring to what is relevant and available in 
a particular situation. In this way the use of simple and _ inex- 
pensive drugs (e.g. sulphonamides) in a mud-walled health sub- 
centre staffed with a good nursing aide may be a comprehensive 
answer considering the total social and financial context. In an- 
Other area with other need and resources this solution would be 
less than comprehensive. 
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IV 
Steps Towards Community Health 


A. Health Care to WHOM ? 


A doctor in a hospital began to realize that due to the rising 
cost of medical care he was actually reaching fewer and fewer 
people in the community. This was especially true about the socio- 
economically poor people, and the doctor saw the hospital as 
acquiring ‘‘an aura of affluence and an image of indifference’’. He 
also asked himself if one should not also include in the morbidity 
and mortality statistics of the institution those who could not 
afford to come. These were 60 per cent of the population.+ 


At the second annual meeting of the Christian Medical Com- 
mission, Dr, John H. Bryant described the dilemma of the physi- 
cian, who with inadequate resources, is put in a position of res- 
ponsibility 


The conditions 


Throughout the developing world, one physician, one 
nurse, and a variable number of paramedical and auxiliary 
personnel try to provide health care for more than 50,000 
people with a budget of less than $1 per person per year. 


A population of 50,000 rural people will live in about 
8,000 homes in several hundred communities distributed 
over hundreds of square miles of land. In a year there would 
be over 500 deaths and 2,000 births. Health facilities would 
be visited by about 350 out-patients per day, and there 
would be five hospital admissions (a continuous requirement 
for about 60 hospital beds). The people would be afflicted 
by disease conditions that are both curable and preventable, 
but cure requires effective contact with competent health 
care, and prevention requires effective programmes reaching 
into communities and homes. As examples of these condi- 
tions, obstructed labour requires immediate care by a physi- 
cian in a well-equipped hospital or health centre; and malnu- 
trition, parasitism, and overly large families require changes 
in the ways people live their lives. 


We can move closer to these problems by joining a 
young government physician as he arrives at his first assign- 


1 John Sibley, “Medical Mission Work in Korea Today—A Dilemma 
and a Proposal”, mimeographed, 1968. 
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ment. He has just finished his internship and has been 
assigned to serve in a rural district. | 


His district is 20 miles wide and 30 miles long and 
contains about 70,000 people. He is the only doctor. The 
hospital has 70 beds, and there are 110 patients. The 
nurse —there is only one—shows him around. 


A large crowd is in the out-patient clinic, and he learns 
that 200 to 400 patients come each day. Two medical 
assistants are looking after them. The doctor will be asked 
to see the difficult problems. As he walks by, malnutrition, 
anaemia, skin problems and eye diseases are obvious. 


The hospital is clean and well kept. A midwife is taking 
care of two women in labour—no complications. There is 
an X-ray machine that will probably work when the tube is 
replaced. There is no X-ray technician; someone will have to 
be taught. The pharmacy is neat but poorly stocked; of the 
last drug order they received no penicillin and only half the 
chloroquin. This is an area where infection is common and 
malaria is endemic. 


The refrigerator is not working. A little lab has a small 
microscope, a hand-driven centrifuge, and some unlabelled 
stains. There is no technician, but one of the medical assis- 
tants has expressed an interest in brushing up on his micro- 
scopy and working in the lab. The operating theatre is simple 
and adequate. The medical assistant who had been giving 
anaesthesia was transferred, but one of the other would be 
happy to learn. The nurse could give rag-and-bottle ether 
anaesthesia if needed. 


The staff of the hospital consists of the doctor, the 
nurse, two midwives, two auxiliary nurses, four medical 
assistants, and various ancillary personnel, including two 
drivers. The office of the District Health Inspector adjoins 
the hospital. In this district are four health centres, each 
staffed with auxiliaries; and each has a Land Rover, though 
these are occasionally grounded for lack of petrol, 


As they look around, the nursing sister tells him of a 
new patient, a woman who has been in obstructed labour for 
two days and now has the signs of ruptured uterus. The 
operating theatre is ready if he needs it. The regional hos- 
pital with a surgeon is 140 dirt-road miles away. 


The medical assistants are having difficulty setting a 
shattered fracture of the leg. A boy is comatose with what 
they believe to be carebral malaria; his father is a local chief 


of considerable importance. The traditional healer from the 
village is with the boy now. A message was received last 
week from a medical assistant at one of the health centres 
about two cases with fever, headache and mental confusion— 
it could be sleeping sickness. 


Whom te serve ? 


This raises the questions : For whom am | responsible ? 
For whom shall | provide health care ? Those who come to 
the health centre ? Am | also responsible for those who do 
not come ? The importance of these questions is increased 
by our knowledge that those who are in greatest need of 
health care may not know their need or they may know it 
but may not seek health care. 


The ‘whom’ question almost invariably invovles a moral 
choice, although it is seldom appreciated as such. The under- 
lying reasons for our deciding whom we will serve are often 
obscured by traditions of medical care. Medical personnel 
in a hospital whether associated with a university, mission 
or government, usually accepts as a matter of course that it 
will serve those who come for care but not those who do 
not come. This health care is often the product of devoted 
and selfless service carried out under extremely difficult 
circumstances, and it would not occur to many that this app- 
roach needs justification—it seems to be self-justifying. 


This ‘non-choice’ approach to determining who should 
receive health care has dominated most medical care institu- 
tions and is now coming under increasingly heavy criticism. 
At the centre of the criticism and of the answers to the criti- 
cism should be some attempt to define the purposes of the 
institutions. Is it service ? If service, what kind of service 
should it be and how should it be measured or evaluated ? 
In terms of numbers of people treated ?_ In terms of improv- 
ment in health ? (Contact between people and health care 
programmes does not necessarily result in improvement in 
health.) 


Thus to our question, ‘‘Whom should we serve ?”, is 
added the question, ‘‘How should they be served 2?” 


How to use resources ? 


Shall resources be used to provide some care for all or 
better for afew ? The question applies at all levels: to a 
single physician and his health team serving a district, to the 
director of a programme of tuberculosis or leprosy, to the 
planners of an entire health service, The issue centres not 
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so much on the size of the decision-maker’s universe as on 
whether or not he considers his responsibilities to extent to 
all the people of that universe. If he considers they do, 
accepts the need to use his resources to Cover those people 
with maximum benefit. If he decides they do not, then by 
that decision and to that extent he has escaped the restric- 
tion of his resources. He can, for example, double or 
quadruple the per capita expenditure of his programme 
simply by deciding to serve only one half or one fourth of 
the population in his universe. 


An effort to provide a certain level of health services 
for all people, regardless of where or how they live, has its 
inappropriate extremes. Resources might be spread so thinly 
as to be of little benefit to anybody. Thus oncethe physician 
has decided to serve the entire population of his district, he 
must decide whom within that population he can actually 
benefit. This is not an empty exercise in logic—to insist that 
he accept responsibility for all even though he cannot care 
for all. Only when he has accepted responsibility for all can 
he serve effectively. 


Who is in need ? 


He may find, for example, that more than 50 per cent 
of the pre-school children are malnourished, that only 20 
per cent of women arereceiving antenatal and obstetrical 
care, that most of the population has hookworm, that the 
birth rate is over 40, that the leading causes of childhood 
death are malnutrition and gastro-enteritis and of adult 
death malaria. 


As he designs action programmes to meet these pro- 
blems, it becomes quickly apparent that his resources will 
allow an attack on some but not all the problems. He 
must set priorities. He might place malnutrition and the 
lack of antenatal and obstetrical care at the top of his list. 
But even within these priorities he cannot afford to reach 
all and must therefore choose smaller target groups, say, 
the most severely malnourished children and the mothers 
who are at greatest obstetrical risk.* 


Now we are atthe heart of the matter. In making these 
decisions the physician is deciding who shall be served and who 
shall be deprived, and he is at the same time deciding who shall 
live and who shall die or be disabled. By what criteria does 


1 Notice, however, that to identify who is malnourished and who is at 


greatest risk requires esarching through the entire population, 
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he decide ? What value system guides him in choosing to 
try to improve the health of the mothers or the children ? 
Which children ? Or the old ? Or the fathers ? Or those who 
can contribute most to the nation’s Gross National Product? 


Who should decide ? 


We have constructed a situation in which the burden 
of moral decision is on asingle physician. Is it realistic 
to expect that one person, a physician, will have the social 
morality to guide him in his decisions ? Should his govern- 
ment provide him with directives on these matters ? What if 
no such directives are forthcoming ? If the physician repre- 
sents a church, should his church provide the directives ? 


Are these questions answerable ? Is it socially and 
politically feasible to make choices publicly that involve 
serving and some and depriving others when human life is 
involved ? Currently, these ‘choices’ are seldom made. 
Rather, as noted earlier, traditions of health care determine 
who is served, and the rest are deprived by default rather 
than as a result of studied choice.’ 


B. WHERE Is Health Care Provided ? 


One of the axioms in Maurice King’s book is : 


Patients should be treated as close to their homes as possible 
in the smallest, cheapest, most humbly staffed and most simply equipped 
unit that is capable of looking after them adequately. 2 


The Majority of illness episodes can well be taken care of 
in the home or in small health units close to the home. This is 
also true about most preventive measures (e.g. vaccinations) and 
health controls (e.g. weight charts for children). It has also 
been shown how attendance at health units falls rapidly with 
growing distance from the unit.® 

In order to reach as many as possible, there is a need fora 
net-work of centres. As financial resources are limited, one can 
get more units if the building costs are kept as low as possible. 


In respect of most of the common conditions there is little relation- 
ship between the cost and size of a medical unit and its therapeutic 
efficiency. 4 


1 **{Dialogue on Moral Issues and Health Care’’, Joh 
coMeinete are’, John H. Bryant, 


2 Maurice King, ‘‘Medical Care in Developing Countries’ 
University Press, 1966, Axiom No. 5, 1: 12. Ee ee fae 


3 Ibid., 2 : 7 (see figure 2). 
4 Ibid., Axiom No. 6b, 1: 13. 
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In the medical sphere in developing countries cheap, well- 
maintained buildings are an important key to higher levels of employ- 
ment, the expansion of health services and the reduction of disease.1 


= 


Out-patient attendances per person per 
4 year related to the distance he lives 
from the hospital. 


‘Number of visits pet year 
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Figure 2. (Maurice King, ‘‘ Medical Care in Developing Countries’ ) 


The practical consequences of this are that most of the 
comprehensive health care for the community is provided through — 
dispensaries and health sub-centres (see below under section V). 


C. WHO Provides Health Care ? 
I. A case for auxiliaries or middle-level workers 


_ A health care system relying completely on hospitals will be 
able to meet only a part of the needs. In the same way one can 
get only part of the answer by depending exclusively on highly 
qualified professionals such as registered nurses and doctors. 
They are essential for the tasks that only they are trained to 
handle but for these very reasons should not be preoccupied 
with tasks that others can take care of. Highly qualified professio- 
nal personnel are both scarce and expensive. 


These factors indicate the need for using auxiliaries of 
various kinds. According to the World Health Organization's 


1 Ibid., 1: 10b. 
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definition, ‘an auxiliary is a technical worker in a certain field 
with less than the full professional qualifications.” Although 
auxiliaries are often called ‘assistants’, they are in practice more 
often a substitute for a professional person than an assistant 
to him. But sometimes an auxiliary performs better than a profes- 
sional. He may have more time to do the job, or the task may be 
a repetitive routine procedure, such as putting up drips, where an 
auxiliary may develop extraordinary skill. 

The subject of auxiliaries is controversial in many countries. 
The image of medical assistants, for instance, has some colonia- 
listic overtones or may be considered a necessary evil of a tempo- 
rary nature. 


New categories of ‘middle-level workers’ are being intro- 
duced increasingly both in the most affluent countries and in the 
technologically less developed areas. The auxiliary or middle-level 
worker is here to stay regardless of the number of nurses and 
doctors that will be available in the future. True, this concept is 
not yet accepted everywhere, but we are on the move towards 
new models of manpower utilization. In the USA an increasing 
number of physicians’ assistants and paediatric nurse practi- 
tioners are being introduced. Indeed, what is now emerging is 
that auxiliaries are inherently essential to health care systems 
whatever the level of national affluence. 


Both the cost and the need to provide comprehensive health 
care require the use of auxiliaries. Depending on the task, 
training, and experience of the auxiliary, the working relationships 
will be different. The following points may be of use in this 
respect : 


a) Decide what activities can be done by auxiliaries, remember- 
ing that it is easier to teach them routine procedures, even 
including seeing a patient, which is a routine procedure. 


b) Remember that standard diagnostic and therapeutic proce- 
dures are often easy to teach to auxiliaries. 


c) Examine the working day of a physician or a nurse, and train 
an auxiliary to handle repetitive routine tasks. 


d) Experience in East Africa has shown that 80 to 90 per cent 
of illness episodes can be taken care of by auxiliaries, such 
as medical assistants, which means that doctors can concent- 
rate on the 10to 20 percent that need their skill and more 
sophisticated methods of diagnosis and treatment. Profession- 
als will also be freed from total involvement with patient care 
to take onthe all-important role of planning and leadership. 
The following figure indicates the relationship between the 
use of a physician's time and resulting health care: 
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Figure 3. (John H. Bryant) 


e) Not only minor illnesses but also major diseases can be 
successfully treated by auxiliaries if they are common in the 
area and therefore easily recognizable by all staff. 


f) Shape the doctor's role in relation to that of the auxiliary rather 
than vice versa—assuming that a _ willingness exists to 
delegate responsibility to auxiliaries. As soon as the doctor 
recognizes that he is notconfined to the hospital, he also 
recognizes that he cannot work without the help of auxiliaries. 


There is the accusation that a system whereby auxiliaries 
handle 80 to 90 per cent of the patients is providing inferior 
medical care and that the one-to-one doctor-patient relationship 
must not be given up. Such an attitude fails to recognize that the 
latter principle results in the doctor having less time for all his 
patients, including the 10 to 20 per cent that should have more 
attention ; in addition many cannot be seen at all. When 80 per 
cent of the patients are divided among several auxiliaries, each 
patient can be given more time; and because auxiliaries are 
usually closer to the patients culturally, they may communicate 
more easily and more effectively with them. The need for 
adequate supervision should, however, not be neglected. 

There is a place, too, fora realistic look at the often 
idealized one-to-one doctor-patient relationship. Where does this 
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time in education, 


exist in the pure form ? First, a great many illnesses never reach 
the doctor ; and, second, other people are also involved inthe 
aes care of the same patient (e.g. X-ray, lab, physiotherapy. 
etc.), 


Questions and Answers 


(may be used for individual reflection by Tre ase False | 


the reader oras an introduction to group 

discussion) 

1. Patients who live more than 5-10 
kilometres froma source of medical 
will rarely make use of it. 

2. Community care increases the opportu- 
nities for contact between medical 
staff and patients. | 

3. Comprehensive care means diversified | 
and specialized services and is only 
attainable in industrialized, affluent 
societies. 

4. An auxiliary is an assistant and should 
not be a substitute for a professional }.- 
person. 


2. The importance of consultation 


It should be emphasized, however, that the use of auxil- 
jaries requires a well-developed system of in-service training, 
supervision and consultation. David ‘Morley has developed the 
‘under-fives’ clinic as a model system for comprehensive care. 
These clinics have proved to be ‘reproduceable’, with 500 estab- 
lished in Zambia, 150 in Malawi, several in Sierra Leone and 
elsewhere.? 


Dr. Morley writes about the importance of consultation: 


The traditional European out-patient clinic isa referral 
clinic and not the primary medical contact. In most deve- 
loping countries the out-patient contact is frequently the 
first for the majority of those attending the hospital. The 
doctor needs to devise a system by which his time can be 
kept for : 

a) giving detailed care to 10 per cent of those attending. 

This will include the more complex conditions and the 

more seriously ill children. 


1 More information on these clinics as well as copies of the weight charts 


mentioned below may be obtained from the [Institute of Child Health, 30 
Guilford Street, London, WCIN IEH, England 
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b) continually giving further training as a ‘doctor’ that, 
functions as a ‘teacher’ to the nurses’ with different 
qualifications and degrees of training who will care for 
vast majority (in practice 90 per cent) of those attending 
the out-patient clinic. 

This pattern of care is brought out in the figure below, the 

quotations are taken from Spence’s writing. 

Nine out of ten consultations are between the mother 
and the ‘nurse’, a locally trained woman who will herself be 
a mother. She should have five minutes free to spend on 
each child. All sick children she herself will accompany to 
the doctor. 


During the. 10 per cent of consultations in which the 
doctor is involved, he is making double use of his time 
by teaching and raising the standard of care offered by the 
nurse. If he sees that she supervises the treatment he gives, 
he will increase the respect given by the mother to the 
nurse. 


CONSULTATIONS 
‘fall else in the practice of medicine derives from it. ** (1949) 
A Traditional Pattern 
100% 
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**The purpose of a consultation... 
shall give explanation and advice... 
not the diagnosis or the technical treatment,” 


Figure 4. (David Morley) 


The nurse is not acting just asa filter allowing certain 
patients through. The doctor is working with the nurse and 
guiding her in the continuing care of the children who will 
visit her regularly. This daily contact between the doctor 
and the auxiliary worker will lead to a high standard of 
work. The doctor cannot attempt to know individually all the 
children and their mothers. This will be possible only with 
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Figure 5, (David Morley) 
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two groups, those needing hospital admission and the 
children of the hospital staff. The latter must receive special 
attention as their robust health will be such a valuable 
example in educating the local people. 


To the mothers of sick children the locally trained nurses 
from their own locality inevitably become much the most impor- 
tant people they meet at the hospital. The great importance of 
the nurse is the really critical factor in the whole psychology of 
the clinic and is something that the doctor does all he can to 
promote. 


The mother-nurse relationship is so crucial that it must be 
strengthened wherever possible. Thus every time a mother comes 
to the clinic, it should be to see the same nurse ; and each time 
she consults a doctor. this nurse must be present at the consulta- 
tion also, care being taken to see that in all he does or says, the 
doctor always supports her in the eyes of her patient. 


There greatest economy can be achieved in employing staff 
to the utmest of their skill and ability, It is clearly wasteful to 
employ a nurse for weighing children when a clerk can be trained 
to do this better in a week or two, or a doctor to see the common 
conditions when these may be more adequately taken care of by 
a nurse specifically trained in their diagnosis and management 
who is also trained to undertake preventive care. 


3. ‘Road-to-health records’ 


Our concern must not be limited to a single episode of ill- 
ness. This continuing interest is important for adults and essential 
if we intend to care for childern effectively. The impossibility of 
record files for all the children in many communities led to the 
establishment of a ‘home-based’ health and weight chart which 
has come to be known asthe ‘road-to-health record’ in some 
countries of Africa, in which continent several million of these 
charts are now in use. Figure 5 illustrates a child’s weight record on 
one of these charts, which is printed on a tough card and kept by 
the mother in a tough polythene envelope. These records are 
maintained by clerks who both weigh the child and chart his pro- 
gress. The effect of illness and malnutrition is easily recognized, 
andthe same is true about results of treatment and a changed. 
diet. 

4. Training and use of auxiliaries 


It is necessary to define the responsibilities of an auxiliary 
and of the unit where the work is done. This is possible through 
simple manuals outlining standard procedures for the various 


1 ‘‘Comprehensive Care Through Under-Five‘s, Clinics‘‘, David Morley, CMC/ 
70/8. : Wee Ee oe 
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problems that are envisaged. Such manuals would refer to stand- 
ardized, routine diagnostic and treatment procedures as well as 
to regular referral possibilities and emergencies. A system of 
this kind is of great help both to the auxiliary worker and to staff 
responsible for supervision and consultation. 


The training and qualification of an auxiliary or middle-level 
worker will depend on the circumstances. He may be medical 
assistant (health assistant, physician's assistant or health extension 
officer) with more training than a nurse but less than a doctor, an 
enrolled nurse (or anxiliary nurse), a community nurse, public health 
nurse, nursing aide, rural medical aide, or a member of another man- 
power category. It is difficult to draw up common rules because the 
educational background for various personnel varies from country 
to country and so do the curricula for their courses. 


THE SKILL PYRAMID IN A HOSPITAL 
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‘Teaching, a three pronged spear’ fs 
Figure 6. (Maurice King) 


Itis important that training programmes be recognised by 
the Government of the country to ensure registration and by 
offering prospects of further career development. It is not fair to 
train personnel in categories that can not achieve acceptance and 
registration; every effort should be made to make such recognition 
possible. On the other hand there is also a need to show by exam- 
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pie how a programme using auxi\\\aries can function even if this 
means introducing new categories of middle-level workers. 


Choosing the right people for training as medical auxiliaries 
is important. The level of intelligence at the beginning of the 
training will almost certainly decide the efficiency of the service 
in 10 or 20 years. One reason for negative experiences with 
auxiliaries in the past lies in the problem of older workers lacking 
development potential but often demanding promotion and/or 
blocking the advancement of younger and more competent staff. 
For the selection of students simple intelligence tests have been 
suggested and also taking in about 25 per cent more than one 
requires in each training programme with the stated intention of 
eliminating this number after the first three months.+ 


In some integrated community health projects, social 
scientists and social workers have been used with success. Com- 
munity development programmes involving education, agricultural 
extension work, etc. raise the question of ‘multi-purpose workers’ . 
and the need for everyone to know something about health care. 
This raises questions about qualifications and acceptance that 
need discussion and experimentation. By using teams where the 
members represent different professional fields, some of these 
problems may be overcome; but in field situations at ‘grass-roots’ 
level, ‘multi-purpose workers’ may still be necessary. 


In such situations it is not always possible to have a team of 
specialists. An agricultural (rural) extension worker comes into 
close contact with people and may bethe right person to treat 
simple illnesses and advise on prevention and health control. He 
has many opportunities of persuading the subsistence farmer to 
grow peas and beans and feed them to his young children. The 
same is true about teachers, youth workers or pastors. Of all these 
categories there are likely to be two or more for every health 
worker in rural areas. All these and other non-medical people are 
actually involved all the time in health care in most cultures. 
There is however, a great reluctance to teach such groups routine 
diagnosis and medical care of patients because of possible abuse 
of these talents, and all of us are aware of the risks involved. On 
the other hand, it is also true that today initial diagnosis is made 
and treatment given by mothers and grandmothers or any neigh- 
bour with enough self-confidence to intervene. 


Nurses and doctors are tempted to believe that if they can 
prevent ‘unauthorized’ persons giving medical care, this automati- 
cally means that all illness episodes are coming to them. This of 
course is a fallacy as investigations in Turkey and !ndia have 


1 Maurice King, ‘‘Report on Training in Northern Nigeria’’, 1969. 
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shown, for instance.? In parts of North India 60 per cent of the 
patient contacts were with un-recognized practitioners in bazaars 
and villages, representing uncontrolled health care through unoffi- 
cial but functioning middle-level workers. Surely a planned effort 
of using trained and supervised auxiliaries must be more satisf- 
actory. It will also enable doctors and nurses to use better their 
own professional competence. 
Returning to the rural or agricultural extension worker and 
bearing in mind the importance of food production and preparation, 
. we have an indication of the need for closer co-operation between 
those involved with nutrition and with health care. This of course 
involves not only agricultural products but also cattle, poultry, 
fish, etc., and again raises the question of the ‘multi-purpose 
worker’. There are also areas where the people are tired of visits 
by ‘specialists’ with limited concern, but at the same time it is 
evident that the concept of multi-purpose workers is not generally 
accepted, and there is a need here for experimentation and study. 


A word of warning to the professional with regard to outreach 
work is perhaps necessary. There is a temptation to workin the 
villiages oneself instead of remaining ina leadership role—super- 
vising, consulting, and evaluating. One must of course be familiar 
with village conditions, but when it comes to the actual work to 
be done, delegating becomes necessary. Generally speaking, it is 
probably not possible to use university-trained personnel at village 
level except in pilot projects. 

Uncer- 

Questions and Answers True tain False 

1. Auxiliaries can be employed in many 
routine jobs, but diagnosis must remain 
the job of the doctor. 

2. All patients on their first attendance 
should be seen by the doctor. 

3. Most hospitals keep their best trained 
staff out at the clinics, dispensaries 
and health centres—and keep the less 
skilled where they can be closely 
supervised. 

4. “A little information is dangerous.” 
Agricultural extension workers, teach- 
ers and clergy should not be involved 
in health education. This should only 
be undertaken by special health educ- 
ators and medical staff. 

5. Patients discuss the medical details of 
their condition freely with cleaners, 
sweepers, ward-maids ;and it is there- 
fore important to give these categories 


health education. 
1H. S. Takulia, C. E. Taylor, S. P. Songal and J, D. Alter; ‘The Health 
Center Doctor in India’, Johns Hopkins Press, Baltimore, 1968. 
33 


D. How Much Information-Gathering and Planning Is Needed ? 


A study of a rural research project in Punjab, North India, 
led to among others, the following conclusions : 


1. The work load of health units providing mainly curative 
care does not reveal the true amount of ill health in the 
community. 


2. To satisfy their need for health care, patients turn to the 
closest available service that, in their opinion, can provide 
adequate care. 


3. If such services are not stable close to the home, no 
help i is sought for the majority of illness episodes, includ- 
ing many that would need attention by trained personnel. 


4. A relevant outreach initiative into the community is— 
needed in order to provide health care. 


To assure healthful conditions of life through a community 
health programme, it is necessary to have adequate information 
about the people concerned—their socio-economic conditions, 
diseases, and their living conditions. In hospitals and other health 
care units one may have a fairly accurate idea about some probl- 
ems, but generally it is more a question of impressions than of 
real insights. Health personnel with long experience in a particular 
area often have good knowledge about the community but are 
also liable to make serious mistakes in assessing the situation if 
they are mainly working within a hospital. In the same way urban 
experience is not necessarily relevant to rural situations. 

1. Data-gathering 

Generally speaking, there is aneed for a community survey 
in order to asses needs and acquire necessary data for adequate 
planning. Unfortunately, some large surveys have never led to 
much action, and one should be aware of this risk. Data-gather- 
ing through various means needs to be related to the use of these 
data. ‘‘No survey without service !’’ A rough plan based on exist- 
ing information of what one wants to do must first be formulated. 
The next step is to determine what additional information is need- 
ed in order to complete the plan. Every decision regarding data- 
gathering needs to be coupled with a similar decision about the 
use of this information because of the cost of data. 


Gathering information costs time and money, which usually 
has to be taken from existing resources already in use. In planning, 
one must therefore determine whether the cost in staff time for 
collecting some particular information is worth paying as compared. 
to other uses of the same time. The same is true about money. 


1. ‘Report on Visit in India,” Mary Dewar, J.H. Hellberg, May 1969, 
CMCM/69/5a. 
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Apart from the amount of information gathered, there is also 
the problem of who is going to collect the information. Most stu- 
dies are university, related and rely heavily on highly qualified 
personnel that are not available for instance, to a Voluntary 
medical programme. It is, however, perfectly feasible to get the 
information needed in a more humble and yet useful manner, using 
available staff and, for instance, teachers and community leaders 
with some additional training. What we need is, in effect not 
completely new information but information which any physician 
would want in order to treat an individual in the hospital. 


An additional factor is that we want information not only 
about isolated individuals but about these individuals in their 
community setting. Local customs and beliefs often influence 
the disease of an individual, but how does it affect the community 
and what can one do about it ? This approach may be applied to 
problems such as polluted water, gonorrhoea, burns from inappro- 
priate fireplaces, etc. 


After determining the area of interest, either in the geogra- 
phical sense or in sense of a certain disease category, it is neces- 
sary to decide whether the whole area can be investigated or 
only suitable samples taken. For a larger geographical area 
certain villages may be studied according to accepted hbiostatis: 
tical principles. In the case of one village or an urban area 
one may visit every house (compound) ora selected number of 
them. 


There is no doubt that properly trained auxiliaries could 
perform ‘sampling procedures’, but expert help is needed to plan 
the entire operation. Papen 


Assuming the objective is to assess the community health 
situation of a given area where additional information is needed 
for further planning, one may use the following approaches : 


a) visiting houses and compounds 


—some simple mapping is often needed, especially for 
workers not familiar with the area 


—examples of information gathered : 


—tribe, language; especially in areas with a mixed popu- 
lation with differing habits 


—work and earnings 
—housing conditions 


—population movements (e.g. who has moved in or out 
during the last twelve months) 
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b) talking to mothers 


—number of pregnancies (abortions)—birth intervals 
—number of children—living/dead 
-—-who assisted during deliveries ? 


—habits and beliefs related to pregnancy and child birth 
(e.g. bleeding, placenta) 


c) asking where people get help in case of illness 


—at home/neighbours ? 

—local practitioner or midwife ? 
—dispensary or health centre ? 
—hospital ? (how far away?) 

-— local beliefs and customs 


d) investigating disease pattern in the area 


—questions regarding births, deaths, disability, failure to 
work, discomfort 

—specific questions regarding diseases common in the area 

—these questions might be directed toward the previous 
fortnight or month, since people's memories are in accu- 
rate for longer periods 


—a simple reporting system may be developed based on 
subcentres, primary health centres or community leaders. 
Start with major diseases which are well-known and re- 
cognized in the area. Provide a feed-back to those that 
collect the information to show them the relevance of the 
information gathered. This is also true about reporting 
notifiable diseases. 


—home based records may be used, e.g. weight charts 
for children, and the information gathered regularly during 
home visits. 


For the "purposes of this paper, information-gathering as 
outlined above is sufficient. This can be done by health care 
auxiliaries, teachers or others with suitable preparation and super- 
vision. Example : A teacher visited every fifth house in a village 
checking on the inoculation state of children and the use of 
weight charts. He converted the results into percentages, and 
the information was available to be acted upon. 


There is, of course, also a need for surveys by professionals. 
An experienced physician can get valuable information by survey- 
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ing 10 per cent of the children for a particular disease problem. But 
having determined a given condition as a problem, it remains to be 
decided how to handle it. lf, for instance a problem of malnutri- 
tion, established through a sample survey, requires dietary supple- 
ments for children and education of their mothers, you must find 
these children and mothers. This requires searching through entire 
communities and should be taken into account before deciding 
to do the initiaksample survey. 


2. Setting priorities among health problems 


A useful technique for setting priorities among health pro- 
blems is illustrated in the following chart. Four criteria are 
used : prevalence, which refers tothe frequency with which 
the problem occurs; seriousness, that is the destructiveness 
of the problem for individuals and society ; community concern, 
which includes the Knowledge, attitudes and feelings of 
urgency about a problem; and vulnerability to management, 
which takes into account the availability of methods for 
managing the problem as well as the costs and effective- 
ness of applying them. 


In the absence of numerical data, these criteria are weight- 
ed intuitively, using a scale of + to++-+-+. A score for 
each health problem Is developed by multiplying the indivi- 
dual weightings. The simple method for setting priorities 
is used by our medical and nursing students as they work in 
rural Thailand.* 


Notice that the method is oriented toward health problems 
rather than population groups. Particular groups are implicitly 
involved in some instances—malnutrition is largely a pro- 
blem of small children, and pregnancy involves only women 
—but otherwise the method does not take into account 
special population groups. It does not, for example, lend 
itself to criteria that might be suggested by the deve- 
lopment economist, such as that health care priority be 
given to males between 15 and 50 because of the contri- 
bution of their labour to the GNP. 


Choosing, target populations. Setting priorities among health 
problems has two limitations in helping us decide whom to 
serve when all cannot be served. First, as noted above, it 


T One limitation of thisapproach is the lack of quantification as would 
be supplied by true prevalence figures and cost-benefit data. Advantages are 
that such data are often not avaliable and, further, that this approach requires 
intuitive evaluation of criteria that might not otherwise be examined on the 
assumption that they were adequately expressed by the data provided. Other 
limitations are the assumption inherent in the method that the four criteria are 
of equal importance and the difficulty of judging ‘community concern.’ This 
method is tentative and undergoing modification. 
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does not take into account special population groups; second, 
even when one wants to aim at a specific disease, resources 
may be inadequate to care for all who have that disease. 
Malnutrition may be given high priority, but if two thirds of 
preschool children are malnourished, resources might be ad- 
quate to care only for those who are most malnourished. 


CRITERIA FOR BUILDING PRIORITIES 
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1 Added to test scoring method. 


2 Score developed by multiplying +-’s. Notice that multiplying removes 
problems with low prevalence (yaws) from priority contention. ° 


Figure 7. QJohnH. Bryant) 
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Dealth and disability due to complications of pregnancy 
and childbirth is a serious problem throughout the deve- 
loping world. If resources will allow only 25 per cent of 
pregnant women to receive care, which 25 per cent should 
it be ? Currently, it is usually those who come to health facili- 
ties, whereras the argument can be made that it should be 
the 25 per cent who are most threatened by pregnancy 
and childbirth. | 


The concept -emerges of a system for searching through 
the population for those most in need, i.e. those already 
afflicted or those most threatened (the ‘high risk’ group) by 
priority problems and bringing limited resources to bear 
on their problems. The system could be directed toward a 
particular problem, i.e. the women most threatened or at 
highest risk due to pregnancy, or toward special population 
groups, such as afflicted or high risk individuals among the 
children, labourers, village leaders, or the poor, depending 
on the criteria chosen.’ 


3. Planning and problem-solving 


In earlier sections we considered the problem of responsi- 
bility to all coupled with resources limitations that prevent reach- 
ing all. Gathering information helps in assessing existing needs 
and available resources and provides the background for planning. 
Planning will involve painful decisions about what can or cannot 
be done, but if some are to be deprived, it is better if it is through 
informed decision than by default. At the moment many health 
care programmes and institutions passively let their activities be 
governed by circumstances that they feel unable to change. 


As mentioned earlier, traditional medical care is often orient- 
ed toward treating those who come tothe medical units. Planning 
in such a situation is limited to dealing as well as possible with 
the patients that come to the facilities. If, however, one also 
accepts the responsibility for those who do not come spontane- 
ously, there is need for a different kind of planning. 


Many who do not come are nevertheless in need of help, and 
there are some suggestions above about how to find these needs 


Tt Methods for detecting target individuals must be simple enough and 
inexpensive enough to fit into the existing health care resources. Auxiliary mid- 
wives, for example, can apply simple criteria for identifying malnourished 
childern and women who are high risk with regard to pregnancy. David Morley 
has discussed a similar approach in his brilliantly simple article, ‘‘The Role 
of the Midwife in Providing Child Care’ (WHO unpublished document, 
Geneva, October 1965, MCH/Midwife/10. 65). 

2 “Moral Issues and Health Care—Second Round ofa Dialogue”, 
John H, Bryant CMCM/70/17. 
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PROBLEM—SOLVING CYCLE 


Gather 
health 
data 


An3lyse 
interpret 


"| Formulate 
problems 
Evaluate programme | 


Implement 
chosen programme 


Compare alternative 
in terms of cost 
end effectiveness 


Assign priorities 


Define programme 
objectives and how to 
evaluate achievement 


Design alternative 
programmes to solve 
problems 


Figure 8. (John H, Bryant) 


and establish priorities among them. Planning is then needed 
in order to do something about these problems that have been 
formulated. This should be realistically related to existing 
resources. There are examples of irrelevant planning as a theoreti- 
cal exercise unrelated to real situations. Properly understood, 
however, planning is a process concerned with solving problems 
that confront us. Defining problems, establishing goals and 
priorities, setting objectives and defining solutions must be related 
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to implementation in order not to become unrealistic. By including 
evaluation, it becomes possible to reformulate problems, goals and 
priorities and set new ojectives with alternative solutions to be 
implemented, etc. 


This presentation of the problem-solving cycle is an over- 
simplification of a complex process. Each group that uses such 
an approach will develop its own variations. Groups are generally 
more effective (and have more fun) than individuals in working 
with complex problems, particularly where there are many 
variables and where many simplifying assumptions need to be 
made. The advantage of such a cycle is as an aid in being explicit, 
orderly and through in dealing with complex problems. 


Some people may want to start with the goal instead of the 
problem, and in reality these two influence each other. Too much 
emphasis on goals may lead to dealing with the wrong problem, 
and one-sided emphasis on problems may mean staying short of 
the right goals. 


For planning problems in training and eduation, the following 
cycle has proved helpful : 


PLANNING CYCLE FOR EDUCATIONAL PBOGRAMMES 


Define the roles 
of health personnel 


Set educational 
objectiyes according to 
the roles to be filled 


Evaluation 
of performance 


Design educational 
programme to 
meet objectives 


Figure 9. (John H. Bryant) 


The educational objectives should be closely related to the 
role the students will fill in a system or centred toward the best 
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use of limited resources to improve the health of large numbers 
of people. For the physician this role might include the following : 

manager, planner, problem-solver, coach, consultant, clinician, 
leader, teacher, evaluator. 3 


These tools—data-gathering, establishing priorities and 
planning—are of course not new, but their application to health 
problems in the community seems strange to those unfamiliar 
with their use. We are facing a situation here which is similar to 
that of introducing new methods of clinical examination or treat- 
ment, and the most convincing argument is produced when the 
new systems actually work. 


In dealing with ‘planning and problem-solving’, one is con- 
fronted by the following difficulties : 


(a) \t it difficult for many people to see the system one has to 
deal with and not only the part of it where one is personally 
- involved. 


(b) It is difficult to accept RESPONSIBILITY for groups of people. 

; Only after this social and ethical responsibility is accepted is 
it possible to deal fruitfully with the technical aspects of 
planning. 

(c) Unless one can see some HOPE OF SOLUTION, there is reluct- 
ance to go into the system and accept responsibility. 


It is also appropriate to realize that there are two sides to 
responsibility. 

(a) to the hierarchy of the system, e.g. the health service organi- 
zation of which one is a part; 


(b) to groups of people within one’s direct area of concern. It 
is necessary to accept the tension between these two and 
continually strive for optimal pl Le and proportions 
between them. 


Questions and Answers 
Uncer- . 
True tain False 
1. People object to personnel from a 
health centre or hospital making in- 
quiries. 
2. To be effective, surveys need expen- 
sive equipment for sorting punch 
cards. | 
3. Although the staff comes from the 
community, it is generally unfami- 
liar with living conditions of people. 
4. The more information that can be 
gathered the better. 
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-E. What Does Health Care Cost? 


The cost of health care is a serious problem all over the world. 
The discrepancy between the 100 to 300 dollars used annually by 
the affluent nations per head of population for health care and the 
average of less than one dollar for most developing countries 
indicates the problem of copying the health care systems of the 
affluent, industrialized nations. The problem of coverage of a 
population with forms of comprehensive health care forces every- 
body concerned to take the issue of cost seriously. 


Striving for comprehensive care in the smallest and most 
humbly equipped unit that can handle the problem adequately 
makes it necessary to consider the average cost per illness in diffe- 
rent units of a health care system. Studies by Dr. Fendall in Kenya 
led to the following results :* 


Dispensary (or health sub-centre) ... $ 
Primary Health Centre as See 
District Hospital Nee reter ye ye ae eee a 
Mera OSpiarss fn sin Peas os Sad 
Central Hospital OF Oe ote ge tee 


These figures are a few years old but the relationships bet- 
ween the various units remain the same. It is obvious that the 
same amount of money used in the smaller health care units goes 
further and, consequently, enables better coverage. 


As salaries form the major part of running costs, it is neces- 
sary to consider what personnel categories one can afford to train 
and employ when viewed against the background of existing 
financial resources. (See figure 10.) 


Developing countries have or will have a serious employ- 
ment problem. Figure 11 (C. Staff Budget) shows the relative 
cost of employing different levels of personnel. Medical policy- 
makers share with others the responsibility of providing employ- 
ment, particularly in rural areas. Health centres of various kinds 
use a high proportion of low-cost personnel, and with effective 
in-service training and supervision these health workers will be 
responsible for much of the health care offered. 


The same is true for buildings. Cheap, low-cost buildings 
are needed in which money saved on Structure is spent on equip- 
ment and running costs. At the present time there is frequently 
a gross imbalance between money spent on structure and on 
equipment. 


US Public Health Reports, 78, 1963, pp. 977-988. ping Countries”, 
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_THE ECONOMY OF A RURAL HOSPITAL 
A. Capital Cost £53000 


All building 83 '% 


Hospital 
burdings 


5H*/o Staff housing 30 / 


Vehicles 2 % Ward equipment 8% | 


Theatre equipment , otores & Dispensary f 
3% Stock 4% 


B. Annual Budget £25000 


Interest on capital 
11% 


Salaries 52% * ~~ Drugs 9% 


™~ Capital 
depréciation 8 %, 


Sundries 20 % 


C. Staff Budget £12000 


Two Doctors 20 % 


15 Nurses 30% 


'5 Medical 
assistants 20 /, 


11 Ward-maids 


5% 


4 Clerks 10% 32 Cleaners 15 % 


Pigure 11. (Maurice King, ‘‘Medical Care in Developing Countries’) 
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The attitudes toward financial problems-_ are very different 
among voluntary hospitals. Most hospitals have financial difficul- 
ties and find it difficult to contemplate any outreach activities 
that would inevitably run with a deficit. This attitude prevents 
them from doing anything but hospital work. !n other hospitals 
a certain amount of the budget is allocated for outreach work (11 
per cent in one Indian church hospital). Some mobile clinics are: 
discontinued due to countinuous deficits and perhaps because 
the staff is needed in the hospital. Another mobile programme 
runs with a deficit, but ‘‘relatively speaking, it is no bigger than 
the average deficit per patient in the hospital,’ said the nurse 
responsible. In this case it was felt that the work was incomplete 
without the outreach work. It was also revealing that one of 
their very best nurses was running the mobile Clinic. 


It would seem to depend on the objectives one has establi- 
shed for the work, whether the financial difficulties of a more 
comprehensive health care programme are accepted or not. These 
objectives may be established either deliberately or by default. 


Questions and Answers 


Uncer- 
True tain False 


1. By introducing standard treatments 
according to simple manuals, one 
can save alot of money in. 

a) the hospital, 3 | 
b) health centres and dispensaries. 

2. Outreach programmes into the com- 
munity can be financed from 
a) regular hospital income, | 
b) patient fees in health centres, 

clinics and dispensaries, 


c) subsidies. 

3. Although one agrees with the need 
for comprehensive health care, the 
financial problems make it impossible | 
to do so. | 

4. Health insurance might be an ans- | 
wer, but the people are not ready 
for it. | 
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V 
Examples of Community Health 


Comprehensive health care may be carried out in all the 
various sectors of a health care delivery system when available 
resources are used to provide health to as many people as pos- 
sible, considering all the factors which promote health, prevent 
disease, and cure illness. 


In order to be realistic and avoid unnecessary frustration, 
it should again be stated that an evolving definition of compre- 
hensive health care should be used related to given situations. 
(See III, A. and B.) 


‘It is necessary to consider the different forms Pes health care 
at the different levels of a regionalized system of health services. 
For many years the following model (p. 48) has been accepted 
by the World Health Organization and introduced in many 
countries. The.terminology may not be the same the world over, 
but the functions of the various units and at different levels are 
similar. 


Such a regionalized health service pattern is of course the 
responsibility of the local or national authorities. There is, how- 
ever, a need to discuss the role of non-government medical 
programmes at the various level of such a system. This is neces- 
sary when it comes to practical questions of co-operation with 
the authorities and, in some countries, in order to plan gradually 
increasing subsidies for private hospitals. For the process of esta- 
blishing priorities within non-government medical work, it is also 
important to be aware of the local or national context: Within 
this framework, decisions have to be made about what voluntary 
groups should or should not do in medical care and community 
health both today and tomorrow. 


A. Different Aspects of a Regionalized Health Care System 


1. In the home and its immediate surroundings factors like 
food, housing and hygiene are dealt with as well as immunization 
or domiciliary treatment programmes of, for instance, tuberculosis, 
leprosy or malnutrition. 


2. Dispensaries, health posts or health sub-centres provide 
care for out-patients only and establish contact with the com- 
munity. These are generally staffed by an enrolled nurse (mid- 
wife) or an auxiliary nurse (midwife) supported by a_ health 
assistant. Several sub-centres are related to and supervised 
from a\primary health centre. 
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3. Primary (or rural) health centres care for out-patients 
only, apart from a few beds for maternity cases or for patients 
who need observation for some tims, and carry out various types 
of promotive health programmes. There are different types of 
primary health centres. Depending on the size and function, 
the staff consists of one or several workers from the following 
categories ot ersonnel : Medical assistant or doctor, nurse-mid- 
wife, Jisitor, compounder, and others as needed and as 
available. : 


4. District hospitals with about 50 to 150 beds handle 
general in-patients and referral, supervisory -and educational 
duties. The staff usually includes two or three doctors and two 
or three registered nurses. Medical assistants or enrolled nurses 
(auxiliary nurse- -midwives) are either replacing doctors and 
nurses or employed in addition to them; other staff as needed 
and available. The district medical officer is responsible for the 
supervision of the primary health centres. 


5. Provincial hospitals with approximately 200 to 400 beds 
are usually departmentalized and act as referral centres for more 
specialized care of in patients and maintain training programmes. 
There will be found here several doctors, including specialists; 
nurses and other staff; nursing school (training at different levels), 
other training programmes, e.g. X-ray and lab technicians. 


6. The central referral hospital is a departmentalized teach- 
ing hospital with specialist and research facilities for the whole 
health service. 


7. Specialized institutions for training, planning, administra- 
tion and research stand alongside and cut across all levels of the 
general system. 


8. The private practitioner's role varies from country to 
country. It is necessary to consider not only those with accept- 
ed medical school background but also the various categories 
of indigenous and traditional practitioners who, in some countries 
handle the majority of patient contacts. 

In the model outlined above, it is the intention that ‘patients 
should be taken care of as close to their homes as possible in 
the smallest, least expensive, most humbly staffed, and most 
simply equipped unit that is capable of looking after them 
adequately.’’* 


B. The Health Centre Model 


The health centre mode! of providing care and the attitudes 
of doctors, local and senior administrators, and medical school 


1 Maurice King, anne rik in Developing Countries,’’ Oxford Univer- 
sity Press, 1966 Axiom No. 5, 
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teachers to this method have been explored in detail by Takulia.1 
The following are the twelve concepts that arise from the study: 


1. Regionalized framework: Health centres (HC) should 
not be operated as isolated units but need to be organized in 
relation to hospitals to maintain a two-way flow of patients and 
to provide support and continuing education for the staff. 

2. Responsibility for defined geographic and pépudation units: 
HCs should have a responsibility for a defined population and 
geographic area. The size will very from 7,000 to 70,000—de- 
pending on density of population and transport facilities. 


3. Comprehensive care: The practice of comprehensive care 
outlined in this booklet is most effectively practised at HC level. 
Conversely, separation of various aspects of care—Ccurative, pre- 
ventive, promotive, etc.—at this level is particularly wasteful of 
facilities. 

4. Community as ‘patient’: The focus of professional inte- 
rest shifts to the community, and with an undererstanding of the 
impossibility of doing everything for everybody, the doctor has 
to select high priority goals and define a rational method of their 
achievement. This process is explained above in section IV.D. 


5. The family as the basic community unit: The consumer 
unit is the family, both the sick and healthy members. The 
health services must reach out to the home in contrast to present 
services, which expect the sick to come for care and therefore 
reach only about 15 to 20 per cent of the population. 


6. Community participation: This is essential. The people 
must consider that the sub-centre or health centre is theirs. A 
system whereby any complaints about the service provided can 
be aired is necessary. Difficulties arise in this decentralization, 
particularly as doctors perfer to be under centralized professional 
control rather than under local, largely lay, bodies. 


7. Method of payment for health services: No health service 
can ever be free. If supported by tax funds, the cost (but fre- 
quently not the service !) is divided throughout the community. 
Such ‘free’ tax-supported services have proved inadequate and 
voluntary hospitals have an important function in discovering 
how a comperhensive service through an HC can, in part, be 
supported by locally raised finance. 

In the health field the two facilities for which the loca] 
population is most willing to pay are disease treatment and water 
supply. Many systems can be tried, including local insurance or 


a flat charge for treatment. 


1 WS. Takulia, C.E. Taylor, S.P. Songal and J.D. Alter, ‘‘The Health 
Centre Doctor in India”, Johns Hopkins Press, Baltimore, 1968, 
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8. Controls with regional organization: Strong centralized 
direction is needed to balance local community control. This may 
be best applied with a minimum of local interference by financial 
incentives and restrictions. Visiting central officials must tone 
down inspection and instead concentrate on education. 


9. Team orientation: The staff of the health centre must 
function as a team with an emphasis on continuous training and 
passing down the pyramid to the community knowledge about 
disease, its prevention and management skills where they are 
applicable, and above all new attitudes to disease to replace 
those which exist and often relate disease to supernatural causes. 


Professional pride is difficult to overcome, as a more rational 
reappraisal of function will suggest greater use of less well- 
qualified staff. The traditional roles of the doctor are not aways 
easy to combine with the leadership of the health team. 


10. The role of the health centre doctor : The doctor who sees 
large numbers of patients is failing to fulfil his function both as a 
doctor, because he does not have adequate time for each patient, 
and as ateam leader in management and supervision. Unfortu- 
nately, in many countries the administrators have so little under- 
standing of the situation that credit is given to the doctor who 
personally sees large numbers. As the burden of large numbers 
with minor complaints is removed, those the doctor does see 
should be used also for preventive work and for education. Only 
if the staff sees the doctor deeply interested and concerned with 
health education and prevention will it give these less dramatic 
but more important sides of its work the emphasis they require. 


11. Role of other health centre personnel: The football team 
of eleven has been suggested as the ideal size for a team. 
Auxiliaries are quicker to train, cost less to employ, and frequently 
communicate in rural societies better than the doctor. A ratio 
of at best ten to one in aclinic should be aimed at. A team of 
this size will only work well if effectively supervised and 
encouraged. 

All staff, including those responsible for menial duties, needs 
to be trained to watch for and recognize the very sick child or 
adult who requires urgent attention by the doctor. 


12. New education preparation: The medical and auxiliary 
personnel in the health centre will consider the community as 
their patient, and a new approach as revolutionary as was once 
that of Osler’s emphasis on bedside teaching is required.t As 
with good bedside teaching, practical learning by experience 


1 Experience collected from all over the world on this is now available. 
W.Lathem, A. Newbery, ‘‘ Community Medicine’, Appleton-Century-Crofts, 
New York, 1970. COMI H- 300 
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rather than observation should be the method of choice. The 
student should participate over a period of time so that he sees 
the natural history of epidemics and other events end the 
approach to their control. 


C. The Home and Its Immediate Surroundings 


In the following section the various levels under A. 1. to 4. 
above will be dealt with separately, but the interrelatedness and 
interaction between them should be kept in mind. Although the 
suggested outline for regionalized health service is generally 
accepted, there are, of course, differences between countries and 
regions. These differences are related to customs and traditions 
but also established in the form of legislation related to health 
Care programmes, training and utilization of personnel. It is 
impossible to do justice to all these systems, but an attempt has 
been made to use, for instance, different names for health care 
units (dispensary, clinic, health sub-centre) and personnel 
categories (enrolled nurse, auxiliary nurse). 


The home is the essential area where problems of health 
and disease are decided inthe full context of human existence. 
All sectors of life are here interwoven, making it impossible to 
keep them apart and difficult to look at them one by one. Problems 
related to medical Care in a narrow sense are only a small part of 
the total life situation, but indirectly many factors related to the 
health and wholeness of man. . 


Professional health workers often retreat in despair or 
horror from this complex situation into the relatively safe realm of 
traditional medical care that they are trained for. The ‘public 
health’ aspects in the home and its surroundings are often treated 
by the professional as diffuse background factors of lesser impor- 
tance and left to specialists in public health and sanitary enginee- 
ring. It is, of course, necessary to divide the tasks and limit 
oneself to one’s field, but this needs to be done without losing 
the whole picture. Today it is imperative to stress the central 
importance of the home and the family with their immediate surro- 
undings. The other levels of health care services (A. 2. to 8. above) 
are serving and supporting what happens in the home and the 
family. This applies both to rural and urban areas. 


This reorientation towards the community in which people 
live leads to the need for community health care and consequent 
changes in the preparation and training of health manpower 
categories, as well as the utilization of personnel and the health 
care units where they work. | 

There have always been som32 mission hospitals or church- 
related medical programmes that have done exactly this, at least 
for a certain period. This often depended on the presence of some 
charismatic and inspired leader. These people were not always | 
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understood, nor was it easy to follow in their footsteps when 
the successors had a different background. 


Today we experience changes in medical philosophy and 
the delivery of health care that constitute both a challenge and 
an opportunity for medical work. Much of this lies in the 
spheres of home, family life and community. There are tremendous 
opportunities for practical expressions of what a healing and 
caring community could be. Admittedly, this is all new to many 
but so was the original ‘venture into the interior’ of an early 
medical missionary endeavour. 


Contacts with people in their homes and immediate commu- 
nity were part of the life of earliest medical missionaries. Today 
one is kept so busy in the hospital that visits into the community 
and knowledge of people’s circumstances are rare. The argument 
is sometimes put forward that everyone in the health service 
should at some time during their year’s work get into the village 
and the village homes as well as the urban dwellings of the 
underprivileged in order to keep their work balanced |! 


For the community health worker aiming at comprehensive 
care, contacts with the home are essential. Part of this person’s 
education needs to take place in the home also when the main 
activity is in a dispensary or health centre. 


The life in the home is influenced by various factors. A 
life pattern has developed with many different roots, and this must 
first be accepted by any one interested in health. Then one 
should try to establish the factors that are positively influencing 
health and promote them. These may be different from what one 
is accustomed to and even difficult to accept for a health worker 
from another culture, but one must not disturb things that are not 
directly in opposition to one’s aims. Trying to achieve the neces- 
sary change towards greater health, these different roots of the 
total situation need to be realized. 


This becomes evident as one considers habits relative to 
preparing food, eating, child rearing, etc. Although the health 
worker from outside perhaps realizes immediately the end result 
or where the development of one particular family or home ought 
to go, it is not wise to try to do too much too fast. Changes are 
brought about by taking one detail et a time and through 
perserverance and concern in the relationship. 


This gives everyone a chance to participate in their own way 
and using their own gifts. All the time, members of the family 
are providing care, especially the mother as she takes care of 
minor illnesses and accidents in the home. Health care activities 
should above all strengthen and, wherever possible, improve the 
existing patterns of family care and neighbourly assistance. 
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_ The following figure underlines the need for good communi- 
cation between health workers and local leaders in the community. 


Ly Na 


Government ‘ 


Information 


should be provided 

regarding 

— vaccination per 
centage 

- nutritional states 

— disease risks 

— deaths 

etc. 


Local responsibility. 


e.g. 
Village Councii 
Chiefs 

Parish Council 


Parents: 
and child | 


Figure 13. (David Morley, ‘‘Responsibility for the care of the child”) 


When health care resources in the home and its immediate 
surroundings have been exhausted, people turn elsewhere for 
help. In many cultures assistance is given by traditional healers, 
midwives and local practitioners who are more or less educated. 
There are examples from some areas which include these impor- 
tant providers of care in the services given by allopathic Western 
health care programmes. This is an important area requiring fur- 
ther exploration. Healing activities In Asian temples, indigenous 
African churches, and some phenomena in more traditional main- 
stream churches indicate the importance of traditional concepts 
of health and healing. These issues have sometimes not received 
the attention they deserve from medical workers. They will need 
greater understanding as services become comprehensive and 
more community-oriented but will not be considered here. 


Questions to the Reader 


1. What initiatives have been taken in your area regarding 
health care in the home ? 
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2. What experience do you have of traditional healers, midwive s 
etc., and of possible co-operation in matters of health care ? 


D. Comprehensive Health Care in Dispensaries or Health Sub- 
Centres 


The smallest institutional unit for organized health care is 
the dispensarty or sub-centre. It provides services for 5,000 to 
to 10,000 people. (Some mobile units may perhaps be compared 
with the sub-centre.) Only a modest building is needed, and in 
many parts of the world, dispensaries or sub-centres are built by 
the local community, which then requests and sometimes even 
employs a nurse or dresser to staff the unit. 


This sub-centre is the smallest institutional base in a_ re- 
gionalized health system and as such the unit which has the 
immediate contact with people in their community. Only out- 
patient care is provided, and the activities may include : 


— routine medical care of minor illnesses or diseases com- 
mon in the area; 

— attending to general clientele but main emphasis on 
young children and their mothers; 

— health education and advice on environmental sanitation; 

— maternal and child health care with; : 

—under-fives’ clinics giving comprehensive care to this, 
the most vulnerable group, 

— prenatal and postnatal care in centre and home, 

— nutritional supplements provided for children whose 
need for them is revealed by reference to the weight 
chart, 

— deliveries in the home (constructive contacts with 
existing traditional midwives, leaving deliveries to 
them if possible), 

— family planning, and follow-up and treatment of 
simple complications; 

— home visitation; 

— referral to larger centres of non-routine problems; 

— follow-up of referrals returning from larger centres; 

— search for high-risk or afflicted people within priority 
categories. 


A sub-centre is generally staffed by two auxiliary-type per- 
sonnel—such as an enrolled nurse, an auxiliary nurse-midwife, or 
some equivalent—along with a health assistant or health edu- 
cator. With their level of pay and their status in the community, 
they will usually be equivalent to the primary school teacher. In 
some areas a married couple with these qualifications may be an 
ideal solution, 
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Sub-centre personnel should preferably live in the comm- 
unity where they are part of the life and can win the confidence 
of the people and where they are available. They will need a 
bicycle for transport. There should be regular plans for their ° in- 
service training, supervision and opportunities to get away for a 
weekend or a day. There should be definite plans for getting 
these p2ople together for regular discussions to compare notes 
on common problems and to provide information and teaching. 


Several sub-centres are supervised by the staff of a primary 
health centre or perhaps a small hospital. For details on super- 
vision see below under E. 1, 


The tasks of a sub-centre and its staff should be spelled 
out in a simple manual, and corresponding equipment and drugs 
provided. Standing order books should be carefully worked out 
by supervisory personnel. One practical and important task 
would be to change the widespread tendency to overemphasize 
syringe and needle, which has largely developed through private 
practice of doctors and other workers. Manuals of this kind may 
be used to reverse this trend. 


Concerned people should be able to build a simple building 
for such a dispensary and perhaps assist with housing for the 
staff. This has happened in many places with regard to both 
dispensaries and village school. Some initiative must come from 
the community. Such sub-centres should be related to a primary 
health centre within the regionalized health system if such a 
system exists. While such a system Is being developed, a volu- 
tary hospital may establish its own sub-centres, as many have 
already done. The Medical personnel may also find that they can 
make a contribution by offering to supervise government sub- 
centres in the area near the private hospital, even if the hospital 
is not considered part of the regional health system. It may be 
difficult to work this out, or a government may even actively 
oppose a voluntary group becoming involved at the community 
level. If such difficulties cannot be overcome, it may be necess- 
ary to concentrate voluntary resorces elsewhere. 

Traditiona! dispensaries staffed by one or two auxiliaries, 
mostly with very limited educational background or training, are 
often strongly criticized as ineffective or even dangerous. The 
bad image of these dispensaries has also led to a reluctance to 
accept health sub-centres although they are established with a 
different concept. Traditional dispensaries were (and are) small 
curative units, often underequipped and with a weak and even 
demoralized staff. Supervision or systematic referral possibilities 
are seriously lacking, and the isolation of the dispensary almost 
complete. If sub-centres are not properly superviced and the 
staff assisted adequately, they will suffer the same fate as traditio- 
nal dispensaries. These factors will be dealt with below jn 
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connection with the primary health centre that plays a crucial 


supervisory and supportive role with regard to the function of the 
sub-centres. 


E. Health Care in Primary Health Centres 


The primary health centre is today often regarded as the key 
unit of a regionalized health system aimed at providing compre- 
hensive care. Great emphasis is placed on its development and 
staffing, but there is much yet to be learned about how it can 
function and what personnel is needed. Much more needs to be 
worked out to make this unit really effective. 


A primary health centre is generally responsible for a 
population of about 50,000 with five or more sub-centres in 
the area. 


_ Inaddition to the activities suggested for the sub-centre, 
the following need to be considered in the work of a primary 
health centre : 


— increased attention to health education both at the 
centre and in the homes ; | 


— increased use of bicycles and public transport for staff 
visits to sub-centres and homes ; 


— follow-up on domiciliary basis of special patients, e. g. 
TB, leprosy, malnutrition ; 

— increased attention to referrals to larger hospitals and 
back from larger centres ; 


— central focus for a maternal and child health service with 
family planning and delivery service ; 


— increased attention to special problems in the area, like 
food habits, special infections, common diseases : 

— co-ordinated plans with non-medical workers in other 
areas Of activity to work on local health problems (agri- 


cultural workers, teachers, nutrition workers, community 
development people, etc.) 


The staffing patterns for primary health centres differ from 
country to country but generally consist of the following cate- 
gories of personnel : 

1 medical assistant (or equivalent), sometimes a physi- 
cian 2 or 3 auxiliary or enrolled nurses or nurse-midwives 

2 or 3 midwives 

2 health visitors 

1 compounder or pharmacist’s assistant 
1 laboratory technician 

others as needed and available. 


1, Supervision and in-service training 
The supervision of sub-centres is an important task of the 


57 


primary health centre, which in its turn is usually supervised by a 
district medical officer (DMO) who may be in a district hospital 
or have a separate office without duties in a hospital. The 
contribution of the DMO or any person in a Corresponding posi- 
tion will often decide both the performance and the image of 
primary health centres and sub-centres through his influence on 
the competence, interest and enthusiasm or their staff. The role 
of the DMO for planning, supervision, in-service training and 
evaluation makes this job an important task for the organization 
concerned with the health and wholeness of all the people. This- 
challenge can be met either by private physicians taking such a 
post in the government health service or by letting a volantary 
hospital become integrated with the government services and one 
of its doctors the DMO. 


If supervision, education and supply lines are to be regular 
and constant, the sub-centres must not be located too far away 
from the primary health centre serving as their base. The same 
is true about the primary health centre in its relationship to the 
base hospital (district hospital). These distances depend to some 
extent on local circumstances, population density, serviceable 
roads, etc. Generally speaking, the sub-centres should be less 
than 10 to 15 miles from a primary health centre, which again 
should be within at least 20 to 25 miles of its base hospital. 
There are many examples of decentralized work suffering and 
dying because the distances were unrealistic, thus making super- 
vision and support impossible. The same is true about the 
need to establish a realistic number of centres and not try to do 
too much too fast. The number of centres is of course related 
to available resources in staff, transport, funds, etc. It may be 
possible to combine a certain supervision with the work of 
mobile units serving the area between existing centres. 


The attitude of the sfaff in all positions is very important in 
order to make supervision and in-service training really work. 


Supervision has two purposes : 


a) administrative, 
é b) encouragement and education. 


The latter is more important for a functioning service system 
but is often overlooked or neglected, with the result that supervi- 
sion is given too much the character of ‘police action’. In this 
connection work is needed in order to develop suitable modes of 
integrating the purposes mentioned above under a) and b) so that 
a dynamie system is built up in which the differnt units 
work as ateam, Many faults are due to inadequate training, and 
the blame lies more properly on the supervision, 
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2. Health centers and the churches 


It is not possible to give one model only for health centers 
as part of church-related medical work. In some countries church 
hospitals have developed their own networks of centres or dis- 
pensaries without very much contact with national or local health 
services. In other areas small church hospitals function as health 
centres or small district hospitals as parts of the health services. 
There are also many ways in which church autonomy and 
government support of medical work can be combined. si 


Great flexibility is needed in this respect, including readi- 
ness to adopt different solutions according to the circumstances. 
Community health care may be provided within differnt models 
of organization as long as the work is planned with the right basic 
approach. It is better to take one or two existing dispensaries, 

_if they are conveniently located, and develop their services than 
to try to do too much in new centres right from the beginning. 


The most common model today seems to be maternal and 
child health to which there are earlier references in this booklet 
It is possible, for instance, to start a simple follow-up of mothers 
that have delivered their babies in the hospital. The postnatal 
check-ups will soon become antenatal controls relative to the 
next pregnancy along with well-baby care of tha previous child. 
Advice on nutrition, family planning and other things naturally 
become parts of the work. Another beginning may be through 
children with malnutrition. After treatment, education of the 
mother and giving food supplements, the contact should develop 
towards general child health care and family planning. 


Other possible beginnings are the contacts with TB and 
leprosy patients or other long-term or chronic complaints. The 
family approach is essential, and good contacts established here 
will lead to involvement in a number of aspects of the life situation 
of different members of the family as well as the whole family as 
a unit and the surrounding community. 


Problems of staff and finance lead to careful considerations 
of what a particular medical institution can do. Availability 
of staff and the cost of running a primary health centre or some 
sub-centres need to be calculated in order to be realistic about 
the number of units one can afford in money, staff and time 
including transport time between units. 


Involvement of churches, dioceses, congregations and com- 
munities can be encouraged. Local communities may _ buil 
primary health centres or sub-centres, maintain them, find and 
support auxiliary staff, and take part in the decision-making. 
Future plans of the authorities should be considered both to 
avoid overlap and increase the chances of government subsidies. 
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If staff is available but the authorities cannot afford to build 
a primary health centre, this may be put up as an inter-church 
aid project. Some initial running costs may also be provided on 
the understanding that this is later taken over by the community 
or the health authorities. eet 


This calls for the development by the people in the situation 
of alternative ‘package deals with price tags’. for example: 


a) cost for one sub-centre: building, staff quarters, equip- 
ment, running costs for 3 to 5 years including salaries ; 


b) cost for One primary health centre according to the same 
principles. 


Depending on problems and priorities in each situation, thera 
would be different models resulting from a planning and decision- 
making process with widest possible participation.by people con- 
cerned. 


A church or government would then decide how many pri- 
mary health centres or sub-centres they could staff and run and 
submit requests accordingly. They need to be realistic about the 
number they can run and only increase as they are able to. Try- 
ing to do too much too fast has already spoiled the reputation 
of primary health centres in some countries. 


If churches find they are competing with government prima- 
ary health centres for ‘historic’ reasons or are in urban areas with | 
coverage by government primary health centres, it may be wise 
to develop not primary health centres but rather centres related to 
specific problems. One may contact groups who, because of 
poverty or cultural reasons, do not make use of existing services 
or develop centres for domiciliary treatment and rehabilitation 
of persons with TB or leprosy, psychiatric problems, special nu- 
tritional problems, etc. 


As the primary health centre and its sub-centres are the 
basic units in many health care systems, it is a special challenge 
to church-related medical work to contribute to the development 
of the relevant size and programme of these units. There are 
today not many tasks of a more important nature for those who 
want to be involved in healing both individual and social ‘broken- 
ness’ and disease. For this same reason some governments 
will perhaps not be ready to accept involvement by the private 
sector in this area. It will depend on the right attitude of 
Christian churches and their members to their own society and 
fellowmen whether they can make a contribution in this field. 


F. Comprehensive Health Care in the Hospital 
Because the majority of voluntary hospitals are relatively small, 
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this section will deal mainly with the situation of a hospital at the 
district leval with 50 to 100 or perhaps 150 beds. The hospital.is 
usually also responsible for a varying number of primary health 
centres and through them also some _ sub-centres. 


Without going into details about staffing, it should, how- 
ever, be noted that single-doctor hospitals are today mostly an 
anomaly. If there are two or three such single-doctor hospitals 
within reasonable reach of each other, it pays off to have all 
doctors in one hospital and use the one or two other hospitals as 
health centres, with nurses or auxiliaries in charge, and receiving 
regular visits. Admittedly, it is not always easy to change a situ- 
ation in this direction, but it should be kept in mind, even if it 
cannot be implemented immediately. Any change, of course, also 
depends on the availability of situable auxiliaries to take over. 


In most situations there is a tension between the work load 
in the hospital itself and the demands from the satellites, whether 
they are health centres, dispensaries or mobile clinics. In a ‘tug- 
of war’ over personnel the hospital and often its surgical section 
tend to win over the outreach work. Here it is necessary to try 
to get a balance, and the outcome will directly reflect the objec- 
tives of the system as a whole. 


If one wants to see the essential activities of the hospital 
within the wider context of concerns for health and disease, this 
affects employment of different categories of personnel and also 
the progamme and budgeting. Supervision of health centres, 
refresher courses and workshops for their staff and community 
contacts all require time and money. Reallocation of the time 
of professionals (doctors and nurses) is only possible through 
increased use of auxiliaries, but training the auxiliaries also takes 
time. 


The financial problems are very real, but it is not enough to 
state that the hospital is already running a deficit, so no activities 
outside the hospital can be initiated. Some of the careful and 
simple beginnings indicated above are not expensive. and no one 
is asked to do more than he or she is able. On the other hand, 
most of us will never be in the situation where all the funds are 
available for everything we want to do, and the problem of priority 
decisions related to stated objectives will always be with us in 
service programmes. This is the challenge and the burden in any 
situation. 


lf the objective for our work is community health, this will 
influence not only the relationship between the hospital and its 
satellites but also the work within the hospital itself. The in- 
patient care in the wards is affected by the wider context of the 
patient's situation when this is known and taken seriously. A 
concentration from certain villages of patients with the same dis- 
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ease should lead to the necessary follow-up. This could be 
bilharzia, guinea worm or burns. Fear and anxiety related to tra- 
ditional beliefs regarding health, disease and guilt can be dealt 
with through suitable counselling of auxiliaries using national 
medical staff, teachers or others. Concern for relatives accomp- 
anying patients may lead to control of inoculation state or 
weight charts of children as well as health education of the moth- 
ers while they are in the hospital, other mothers are often the best 
teachers if they are suitably prepared for the task. A check of 
hospital records may reveal an excessive number of cases of 
preventable disease and lead to necssary action. How many 
hospitals give smallpox vaccinations regularly to all non-vaccinat- 
ed in-patients and. their relatives ? 


The out-patient clinic 


For most doctors in hospitals in the developing countries, 
the first step in moving towards a Community-oriented service 
will be to put greater emphasis on out-patient work. The under- 
fives’ clinic did not originate in a health centre but as a clinic 
to which all children under five years coming to the hospital were 
directed. Nurses trained in this clinic in the hospital were then 
sent to work in the peripheral clinics. 

Community health care calls on the doctor to develop two 
skills in which he has had little training— Management, particularly 
the ability to plan programmes and delegate responsibility, and 
teaching. The tension between quality and quantity in an out- 
patient department will never be completely solved but has to be 
accepted as the challenge it is in order that one might strive for an 
‘optimal solution. Again the solution may lie in increased use of 
auxiliaries to whom responsibility is delegated under a suitable 
system of consultation and supervision. This involves practical 
problems like design of out-patient departments for good patient 
flow and readjusting staffing patterns and function of personnel. 
It may also mean arranging referral services for health centres and 
encouraging them to take care of patients that need not neces- 
sarily come to the out-patient department. 

_ —n many places the presence in the out-patient department 
of large groups of people during the morning hours is utilized for 
health education purposes using the existing patients as objects 
for demonstration. The best point of contact for health promotion 
and prevention is always the successfully treated case, and the 
presence of relatives and friends only increases the potential 
usefulness of the occasion. , 

One step to improve the service and cut waiting time is to 
study what happens within the out-patient unit—lines of patient 
flow, procedures, etc.—and redesign the unit correspondingly, 
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An example.of this is given by David Morley in his paper ‘‘Compre- 
hensive Care Through the Under-Fives’ Clinic’ (CMC/70/8) : 


-- In. the waiting space and in the rooms where the mothers 
are being seen, the seats should not be higher than 14 inches 
(35. cm). The mother with a child on her lap is uncomfortable 
on achair of standard height; she tends to sit with her heals off 
the ground and only her toes touching. 


An easily accessible tap, so that she may get a drink for her- 
self-or for her possibly feverish child, is essential. Not only is 
latrine accommodation necessary, but a special design may be 
necessary which can be used without fear by the children. 


One feature that is particularly valuable is a low wall bet- 
ween the area of staff activities and circulation and the waiting 
space. The waiting mother should not feel too far from the place 
where she will be seen, but crowding round the staff as they 
work is prevented. The registration desk will probably be in this 
iow wall. The clerk carrying out the registration is seated ona 
high stool at a desk 40 inches (1 metre) high so that his eye 
level is the same as that of the mother. The weighing station 
may also be set in the low wall. Either a beam balance scale 
with weights moving along an arm or a modern spring suspension 
scale on which the child can be suspended in special trousers is 
most satisfactory. !f the space for the scale is situated in a ‘well’, 
the child, when perched on the scale, is less likely to be frighten- 
ed as he is at the same level as the working surface on either 
side. For older children an adult scale with a toddler bar is 
required. This latter scale may also be used for antenatal and 
adult weighing. 


The system in which the mothers form a sitting queue on the 
benches and slowly ‘shuffle’ their way along is only slightly more 
satisfactory than a standing queue. If possible, the mothers 
should be called into the consultation room in groups of ten; there, 
while they wait to be seen, they should learn by over-hearing. 


The small hospital is also the piace to develop and try out 
simple manuals and handbooks for the use of auxiliaries, both in 
the hospital and in the primary health centres and sub-centres. 


It would also be helpful to make investigations regarding 
the optimal number of beds in a hospital of a certain size and act- 
ing as base and referral unit for a number of health centres. 


There is also a need to study what is involved in supervision. 
How and how often should supervision take place in different 
units, and what is important in order to back up the auxiliary 
personnel and increase their competence ? A visitation schedule 
to the primary health centres and sub-centres is important, but 
visits by the primary health centre and sub-centre staff to the 
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hospital are equally important. Some rotation of personnel may 
also be advisable, and also for this reason certain standards and 
Procedures should be the same in the hospital and its satellites. 
There is still much to be learned and Studied in this area, and the 
voluntary hospitals could render valuable service to the whole 
community by developing some of these aspects. 


The training programmes for nurses and other members of 
the health team in the hospital also provide a rewarding task for 
medical workers. If standards in the country are set so that 
voluntary hospitals cannot meet nursing school standards, there 
are several things they might do What are the possibilities of 
using a certain number of places in a government nursing school ? 
What about a joint training programme using the resources of 
several hospitals for one teaching programma2 ? What are the 
possibilities of teaching the auxiliary level well ? There may be 
difficult adjustments in reassessing the teaching programme, but 
there is no lack of opportunities if we use our insight and imagi- 
nation. Regular in-service education to all groups must not be 
forgotten. Training for comprehensive health care should naturally 
be associated with active participation in a programme for such 
care. Most training programmes provide a fair amount of theore- 
tical information on hygiene, preventive medicine and even com- 
munity orientation but fail to give practical experience. They may 
provide some limited exposure through visits to rural model situa- 
tions, but these are not always very realistic. The reason is certain- 
ly that we do not yet know enough about delivering community 
health, and there are few good models to show the students, 
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